Forte
General Insurance Em

UONRSSNNTIUIBSIAI2MNYACGA | EMCARE INSURANCE
fUUUSSIHSIIETANY | CLAIM FORM

Insured Information fiGMSyA[gsMSMSEGiH

employeecare

Claimant name (*): Date of Birth: Sex: [ Male O Female
(UNHASIBSISRT NN igtegininia as e 13
EmCare Card No. (*): ID Card / Passport No: Tel:

iemarsmRnEmCare ivesgaomonton yddagutts teuegiady

Family Member of: Policyholder: Email (*):

URRAAMNINUR [UNE[IBUTS YHRmn fNSEHS[O(GSA

Description of Accident/lliness (&G

Accident (jm:g1a lliness %8
Date, time and location of accident: Symptom:
meuuitgs thn Sadatgumemn AR
How it happened and state the extend of the injury: Diagnostic:
1. | geungisimema Susuisya BEHS
Degree of disablement: Date and time of operation/hospitalization:
AEalimimn MUUTES SUIHINsgUmMIEmMa YymIRANNTMY
Treatment date/time: Hospital name and location:
muuuiigs Surdimsgumsnpme (o Sum s sy §ims;
Have you previously suffered from similar .
2 injury/}illlne25'7 Y O Nots If yes, please specify (when, causes, degree):
| Lt o o Yes ms/mes | wedsilus asugalimonan gouing $uada
EnmUnsiye ynstljuassiysuars? U / U WU SR SAAEED

List of necessary documents (Please provide all required documents below, otherwise the reimbursement will be delayed.) (*)
aaaNIR21$Y (ABHAIRAANIBImMSSiusAIgemuis: (G8sgigs migniasinnusujginsnimnom)

Out-Patient msapmeusiiSitjnl (Ssasggnnatnsg) In-Patient missganpmastsisgsinsg

O Doctor’s diagnosis inAldgwiitguaia [ Hospital discharge (G3atoisgsins;

O Medication prescription GsFuM [ Discharge prescription sguM s miugicns)

[ The result of all biology tests & imaging (USHASUNG YIUMNLIF RN {FI [ The result of all biology tests & imaging (USHASUNG YIUMNLIE AN {FI

[ Medical Record Aana{mesgan{sy

O Invoices/Receipts with breakdown of detail costs ifwu{atkunwatySywY — - —
[ Invoices/Receipts with breakdown of detail costs qwuaisunwalySywe

Payment Information fia@1ss&sgnumst§ainny

Please list the documents submitted with this form. a5t a5t UMUBAMYWivUUs(s:
Document Submitted Ra&NsMU Accounting Documents 27&aNsaANS/Af WA
1. 1. Invoice No. (ueiatuu(a usD
2. 2. usD
3. 3. usD
4. 4. usD
5. 5. usD
Total &55U uUsb

B Payment by cash gs1athansma (AMK) B Payment by bank transfer gs1amss

Name of receiver (UN:HASSU{MA Name of Beneficiary (eupgnsg

ID Card / Passport No.: Lmeﬁgmrzr’nmﬁgtnn yBeaguiss Bank Account No. [(U2ANNIStYjESIAI

Receiver’s Phone Number: (fegieiinsguimn Bank Name tu:Es1mi

Bank Branch anaissims

Bank Address &St sus1mi

| hereby certify that the information on this form is complete and correct to the best of my knowledge. | authorize to Forte Insurance Cambodia Plc.,

South Asia Services Limited Liability or its representatives to obtain necessary information from all physicians, hospitals, medical service providers, pharmacists, employers, and

all other agencies or organizations (including other insurers) to consider the claim for reimbursement under my insurance contract. This authorization does not mean the insurance

company and/or its representative will collect missing documents on behalf of the insured.

gms/sing gunmnandbunstugmsgagtvuusnvsisionus: Anmmuun Safsigmsmiwasnuaigs gssgnagjpsrismaivsm

yata §4 South Asia Services Limited Liability ggaaoms snosgumsiamnsiinguaia v§insy Sugagaitunagiminis)a gomausans Siunna SamAamads
U

(ssinsuismentsagnig)a) dgifimomidminesifnniiuaig SugnarsanusimeuanuspRUMITEISY NEMIUYURAINSTK U AMUSAIVIIEAT UQNS)
DU SuEAGIMSMSINUINE G4
Signature and stamp on behalf of the policyholder Signature of the Insured or Guardian
NFIUe SH{M GOMURBUS U sRmaiEumgauan st NFINRURHAGIMSMNTIN Ymamnpmo
Full Name: Date: Full Name: Date:
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oz mouigs tunznm muigs
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